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Case Report
Haemoperitoneurn Secondary
to Rupture of Retroperitoneal Variceal
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A 45-year-old alcoholic male patient presented with
hypovolemic shock and intense anemia (Hemoglo-
bin 04.7 g/dl), and was operated on. A bleeding
retroperitoneal varix located near the right colon was
responsible for the clinical picture and was sutured.
After operation the patient developed haemody-
namic instability and pneumonia a situation which
was reverted with intensive medical therapy. The
patient is now doing well.
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Variceal bleeding is a common complication of
portal hypertension. These varices are usually
located in the esophageal submucosa, although
bleeding from ectopic varices has also been
described [1-3]. We present here the case of a
patient in whom hemoperitoneum and hypovo-
lemic shock followed bleeding from retroperito-
heal varices.
CASE REPORT
A 45 year-old, heavily alcoholic, male patient
was admitted to our Hospital because of
jaundice for several days nausea and vomiting
dark material on the day of admission. Physical
examination was consistent with ascites, jaun-
dice, pallor and tachycardia (120 beats/minute).
Laboratory evaluation showed intense anemia
(hemoglobin=4.7 g/dl, red blood cell count=
1,31x1012/1) and low prothrombin activity
(31%). During evaluation in the emergency
room, the patient become profoundly hypovo-
lemic, with a collapsable pulse, tachycardia and
profuse sweating, followed by respiratory arrest.
After resuscitation, bloody ascitic fluid was
obtained by paracentesis, and the patient was
rushed to the operating room.
When the abdominal cavity was entered, 4
liters of haemorrhagic fluid were encountered.
After drainage, a cirrhotic liver was observed,
together with grossly dilated retroperitoneal
varices, one of which was oozing blood. These
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varices were located in the right lateral wall of
the abdominal cavity, near the ascending colon.
After suture of the bleeding varix, the abdomen
was closed. Postoperatively, the patient progres-
sively developed haemodynamic instability,
tachypnea and hypoxemia despite progressive
increase in inspiratory oxygen fraction, a "white
lung" being observed on the chest X-ray.
However, with adequate fluid and blood
replacement, dopamin and positive end-expira-
tory pressure, the patients general status im-
proved, extubation being possible 25 days later.
The patient was discharged a few days later, and
is doing well-except for the fact that he is
drinking again.
Indeed, until 1982, only 14 cases of haemoper-
itoneum secondary to variceal bleeding had been
described, with a mortality rate of 78%, partly due
to the fact that bleeding at these sites usually
results in profound hypovolemic shock [1].
The main cause of haemoperitoneum in liver
cirrhosis is liver rupture due to hepatocellular-
carcinoma, this complication being usually the
final event of this disease [11]. However, it is
important to keep in mind that the possibility of
oozing ectopic varices exist, and that prompt
surgery and intensive medical support may
result in survival of this otherwise ominous
complication.
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tion associated with high mortality rates [10].
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COMMENTARY
This is a case report of a middle-aged alcoholic
man presenting with hypovolemic shock. ThereHAEMOPERITONEUM SECONDARY 331
were no signs of gastrointestinal bleeding, but
despite this the patient apparently was in hemor-
rhagic shock. The suspicion of intraabdominal
hemorrhage was clarified upon paracentesis
when bloody ascitic fluid was obtained. The
patient was rushed to the operating theatre,
and at operation bleeding from a dilated
retroperitoneal varix was found. This was
easily taken care of. Postoperatively the patient
developed ARDS and eventually recovered.
It is important to recognize the possibility of
intraabdominal extraintestinal varices in this
group of patients. Although portal systemic
collaterals are most frequently developed with-
in the GI tract the authors clearly point out
the possibility of extraintestinal varices. The
presence of these collaterals rarely solves?
causes? any problems but may eventually
rupture, e.g., as a consequence of a mild trauma
and since the bleeding is easily controllable one
should not hesitate to perform an early lapar-
otomy.
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